Introduction
============

Of the estimated 10.4 million people worldwide who developed tuberculosis in 2016, one third of these were undetected or unreported.[@R1] In many so-called high-burden countries,[@R2] such as in the Democratic Republic of the Congo, the number of undetected cases exceeds 50%. With a tuberculosis incidence of 323 cases per year per 100 000 inhabitants[@R1] and an estimated population of 77 million inhabitants, over 125 000 new cases of tuberculosis in the country go undetected every year.

Previous evaluations of active case-finding interventions have failed to demonstrate their utility and sustainability in programmatic conditions, especially in reaching high-risk groups.[@R3]^,^[@R4] However, a review by the World Health Organization (WHO)[@R5] and a later study[@R6] revealed that, where baseline tuberculosis risks are high, the impact and cost--effectiveness of active case-finding on tuberculosis detection can also be high. Active case-finding is recommended by WHO for high-risk groups, defined as having: (i) a higher tuberculosis burden than the general population; (ii) limited access to health care; or (iii) a tuberculosis incidence of over 1000 per 100 000 inhabitants per year.[@R5]

Active case-finding usually involves screening by trained health professionals. Such screeners can however be geographically and socially distant from populations at high risk for the disease screened. To address this issue, peer-led interventions have been piloted and have shown a positive impact on the control of diseases such as human immunodeficiency virus (HIV),[@R7]^,^[@R8] malaria[@R9] and tuberculosis.[@R10]^,^[@R11]

This study presents an intervention where we trained people who had been directly affected by tuberculosis, either those who had received treatment for tuberculosis or with a family history of tuberculosis, to conduct active case-finding. We expected that many of these people would already belong to the social groups and geographical areas of high risk of tuberculosis, which would facilitate access to these groups. Furthermore, we anticipated that having volunteer screeners who had themselves received tuberculosis treatment would increase empathy, decrease stigmatization and increase the acceptability of screening and tuberculosis testing.

The aims of the study were to investigate the effect of using such volunteer screeners, who would ask people considered to be at high risk of tuberculosis infection about the presence of a prolonged cough (lasting more than 15 days), and encourage attendance at a clinic for testing if they reported this symptom.

Methods
=======

Setting
-------

This study took place in the South Kivu province at the eastern border of the Democratic Republic of the Congo. Over two decades of conflicts have profoundly affected the inhabitants of the country,[@R12]^,^[@R13] resulting in a sizeable military population. Further, the exploitation of gold-mining resources by the so-called artisanal mining sector means that thousands live in remote camps with adverse sanitary conditions and little access to health care.[@R14] As well as people who live in the same house as others being treated for tuberculosis, the main tuberculosis high-risk environments include prisons,[@R15]^,^[@R16] mining communities[@R17] and military camps.[@R18]^,^[@R19]

The estimated population of the province in 2015 was 5.8 million inhabitants,[@R20] spread over 34 zones containing over 500 health facilities; only 113 of these health facilities provide tuberculosis services (an increase from just 78 until 2014). Ziehl--Neelsen microscopy and first-line anti-tuberculosis drugs are provided free, but patients have to pay for initial medical visits. Ten clinics perform Xpert® MTB/RIF testing, a nucleic acid amplification test to detect *Mycobacterium tuberculosis* nucleic acid and a genetic sequence indicative of rifampicin resistance. This test is primarily used for retreatment patients and those infected with HIV. Tuberculosis diagnosis rarely involves chest radiographs as they are only available in a few clinics and cost patients 20 United States dollars (US\$).

Intervention
------------

The intervention programme began at the end of 2013 and we evaluated results every quarter until the end of 2016.

In 2013, cured patients living in the clinic catchment area were personally contacted and invited to join an information session calling for volunteer screeners. Patients accepting the invitation to become volunteers joined a local screening group, part of a provincial non-profit organization called *Ambassadeurs de Lutte Contre la Tuberculose*. Funded by a TB Reach grant, the organization was created by Olivier Rusumba with the support of Emmanuel André with the aim of organizing the work of the screeners. [Box 1](#B1){ref-type="boxed-text"} describes the organization in detail. Staff members from the organization and members of the national tuberculosis programme jointly provided a 3-day workshop for the volunteer screeners on the risk factors, symptoms and treatment of tuberculosis, as well as the importance of early detection. At the workshop, we held group discussions on strategies that could be implemented locally to target the people in the community thought to be at greatest risk due to particular living conditions or marginalization; we emphasized how people sharing homes with other tuberculosis patients were especially at risk. Through door-to-door screening, volunteers identified such members of the community and referred them for testing if they reported a prolonged cough, by informing them of the location of local clinics performing free testing. Screeners compiled reports recording four key variables: (i) the number of people screened for the presence of a prolonged cough in their community; (ii) the number and proportion of people identified with a prolonged cough; (iii) the number and proportion of people with a prolonged cough who attended a clinic for testing; and (iv) individual test results regularly collected by the screeners at the local clinic. TB Reach and Challenge TB provided funding to cover administration costs and small incentive payments to volunteers.

###### Non-profit organization created for tuberculosis active case-finding, Democratic Republic of the Congo, 2014--2016

People with tuberculosis and their communities in South Kivu created a non-profit organization called *Ambassadeurs de Lutte Contre la Tuberculose*.

### Objectives:

To support members of tuberculosis-affected households by providing them with socially useful work actively seeking community members with a prolonged cough and referring them for tuberculosis testing. This aimed to reduce morbidity, mortality and contagion.

### Organization:

Local volunteer groups of 1--20 screeners worked in the catchment area of their local clinic, to which they referred people with a prolonged cough. To create each group, we invited up to 10 cured patients living in the clinic catchment area to participate in a 3-day workshop to learn from clinic staff about: tuberculosis disease; its transmission, treatment and under-detection; groups at high risk; and the need to actively identify and diagnose patients.

### Screening:

Each volunteer group defined and organized their active case-finding activities, including how to target screening of people at high risk of tuberculosis. Screeners recorded whether those screened belonged to any of the high-risk groups: people residing in a household with a patient receiving tuberculosis treatment or in a prison, mining community or military base.

### Financial incentives:

Each group received US\$ 30 per quarter for administration and transport, and volunteer screeners received US\$ 0.50 per symptomatic person who attended for tuberculosis testing. Payments were made after data validation in the quarterly notification report by clinic and provincial staff, subject to the availability of funds. The intervention also paid each clinic US\$ 0.50 per diagnostic test performed, to remunerate the workload associated with increased patient referrals.

### Funding:

The intervention was fully externally funded from the end of 2013 until the end of 2014; reduced external funding continued until the end of 2016.

US\$: United States dollars.

Evaluation
----------

Study objectives included quantifying the number of people within different groups of high risk who needed to be screened to find one patient with sputum-smear-positive pulmonary tuberculosis, as well as determining the acceptability, effectiveness and impact of the active case-finding intervention and assessing its long-term sustainability ([Box 2](#B2){ref-type="boxed-text"}).

###### Objectives of tuberculosis active case-finding study, Democratic Republic of the Congo, 2014--2016

1\. Acceptability of: the intervention to the community and health systems; participation in active case-finding to people who had received tuberculosis treatment; and attendance at a clinic to undergo testing to those screened who report a prolonged cough.

2\. Effectiveness, assessed as: quantification of the number of people who needed to be screened to detect a single case of tuberculosis, including within marginalized populations at high risk of tuberculosis.

3\. Impact, observed in: increasing tuberculosis case-finding in the clinics where the intervention took place; actively finding an important proportion of patients before ongoing passive case-finding; and tangibly increasing provincial tuberculosis notification figures.

4\. Sustainability, indicated by the ability of clinics to maintain the active-case finding intervention over time.

We collected reports from screeners detailing their activities, and cross-checked these against each clinic's official notification of the number and identity of patients diagnosed with sputum-smear-positive pulmonary tuberculosis. We calculated the total cost of the intervention, that is, direct activity expenses, including incentives paid to screeners and clinics, and operational and structural costs of *Ambassadeurs de Lutte Contre la Tuberculose*. We divided this cost by the number of people in the different groups, for example screeners, people screened, and people diagnosed with tuberculosis ([Table 1](#T1){ref-type="table"}). To assess sustainability we defined groups with continuous activity as those reporting at least nine quarters of activity per year, without inactivity lasting longer than one quarter, and for which any single quarter of inactivity was separated by at least two quarters of activity.

###### Running costs of the active tuberculosis case-finding intervention, South Kivu, Democratic Republic of the Congo, 2014--2016

  Part of intervention      Proportion of cost, %   Total cost, US\$      Average spent over the study period, US\$                                               
  ------------------------- ----------------------- ------------------ -- ------------------------------------------- ---------- ---------- ---------- ---------- --------
  Active screeners          24                      44 594                58                                          646        0.07       0.61       0.89       10
  Local health facilities   13                      25 184                32                                          365        0.04       0.34       0.50       6
  Field supervision         38                      72 000                93                                          1043       0.11       0.98       1.43       17
  Administration            25                      46 800                60                                          678        0.07       0.64       0.93       11
  **TOTAL**                 **100**                 **188 578**           **243**                                     **2733**   **0.29**   **2.57**   **3.74**   **44**

US\$: United States dollars.

^a^ Defined as sputum-smear-positive pulmonary tuberculosis.

Note: These data do not take into account the costs associated with the initial training of the volunteer screeners and the implementation of screening groups, and inconsistencies arise in some totals due to rounding.

Since two sputum-smear microscopy tests were the main tuberculosis testing in this setting, we only considered sputum-smear-positive pulmonary tuberculosis as bacteriologically confirmed tuberculosis.

To better capture the high diversity of results reported between screening groups and the progress of each screening group over time, we analysed quarterly screening and tuberculosis notifications from health facilities as 647 units, with an internal correlation for the successive results per clinic. These results had a negative-binomial gamma--Poisson distribution due to hyperdispersion between health facilities. This procedure, a requirement due to the structure of the data, gives a weight to each unit different from the crude count of the population, minimizing the influence of units with exceptionally high counts. Similarly, the relations between the reported screening activities, tuberculosis diagnoses and time were examined using a generalized linear regression of a negative-binomial gamma--Poisson variable. For percentages, we used a generalized linear regression of a β-binomial variable. We used quasi-least squares, which is suitable for calculating internal correlations to adjust the regression, and assumed a constant between-year correlation matrix. Regression validity was checked by applying an Anscombe transform to residuals. We used the sandwich variance matrix to calculate statistical significance.

This study was an operational audit of programmatic and surveillance anonymized data which were collected as part of the project, and did not require patient consent.

Results
=======

In total, 1713 volunteers screened 650 434 people, which resulted in 4300 people diagnosed with sputum-smear-positive pulmonary tuberculosis ([Fig. 1](#F1){ref-type="fig"}). [Fig. 2](#F2){ref-type="fig"} and [Fig. 3](#F3){ref-type="fig"} show the crude numbers and proportions for effectiveness and impact of the active case-finding intervention, respectively. In the following sections we adjusted the proportions statistically to reduce the effect of very high counts.
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Acceptability
-------------

All clinics and communities in the study area accepted the intervention ([Fig. 1](#F1){ref-type="fig"}). On average, 69 groups (range, 24--100) of 775 screeners (range, 197--1713) participated in the intervention each quarter. Over the entire 3-year intervention, an average of 11% (73 418) of individuals screened reported a prolonged cough; 69% (50 368) of those with a prolonged cough attended the clinic and were tested for tuberculosis. We also calculated the average based on the results reported for each clinic and over each quarter. These percentages varied slightly compared with the general figures due to the varying levels of intensity of screening between different areas and over time. Based on this second analytical approach, when each clinic operating over each quarter was considered a separate entity, 14% (95% confidence interval, CI: 13.34--14.66) of individuals screened reported a prolonged cough and 66% (95% CI: 64.33--67.67) of those with a prolonged cough attended the clinic for tuberculosis testing.

Effectiveness
-------------

On average, when each clinic over each quarter was considered as a separate entity, 10% (95% CI: 9.24--10.76) of patients who had tuberculosis testing were diagnosed with sputum-smear-positive pulmonary tuberculosis. This proportion was similar (8.5%) when considering the entire intervention over the 3-year duration. Over the study period, the average yield of a screener was 1.8 new sputum-smear-positive pulmonary tuberculosis cases diagnosed per year. Members of marginalized groups contributed 19.7% (845/4300) of tuberculosis diagnoses ([Fig. 2](#F2){ref-type="fig"}), although they only represented 5.1% (33 002/650 434) of people screened. When each clinic over each quarter was considered as a separate entity, the number who needed to be screened to detect a single case of tuberculosis was 128 (95% CI: 113.9--142.1); this number was 151 when considering the entire intervention as a whole. The number who needed to be screened was significantly (*P* \< 0.0001) lower in mining camps (21), military camps (20) and prisons (69). By summing the costs associated with the implementation and training of the screening groups, the cost of the intervention per sputum-smear-positive pulmonary tuberculosis diagnosis was found to be US\$ 44 ([Table 1](#T1){ref-type="table"}).

Impact
------

The presence of any screener(s) was associated with more sputum-smear-positive pulmonary tuberculosis diagnoses at the clinic level (*P* = 0.005; [Fig. 3](#F3){ref-type="fig"}) and a greater number of screeners per group resulted in a greater number of diagnoses.

Throughout 2014--2016, 42% (4 300/10 247) of patients diagnosed in the South Kivu province were found through this active case-finding intervention; annually, the intervention was associated with an increase in tuberculosis cases notified at the provincial level (*P* = 0.04). This increase is not statistically significant if adjusted for an estimated 3.1% annual increase in the provincial population, although reliable data were unavailable for changes in population size.

Sustainability
--------------

Sustainability was assessed over the 3 years of the intervention for the 24 groups who maintained continuous activity ([Fig. 4](#F4){ref-type="fig"} and [Fig. 5](#F5){ref-type="fig"}). These groups referred a higher proportion of people screened who were reporting a prolonged cough to clinics for tuberculosis testing compared with the 76 groups who reported interrupted activity during the study (odds ratio: 1.3; 95% CI: 1.3--1.4). While the 24 continuous-activity groups represented 37% (634/1713) of screeners, they reported 36% (234 156/650 434) of people screened, 40% (29 367/73 418) of people reporting a prolonged cough, 47% (23 672/50 368) of those attending a clinic for tuberculosis testing and 59% (2537/4300) of sputum-smear-positive pulmonary tuberculosis diagnoses during the intervention. Acceptability was higher among these continuous-activity groups compared with the average: the mean proportion of people reporting a prolonged cough who attended a clinic for tuberculosis testing ([Fig. 4](#F4){ref-type="fig"}) was 77% (95% CI: 76.6--77.4) with an increase of 50% (95% CI: 33--67) observed between the first and the last quarter. When analysing the individual performance of screeners over the study period ([Fig. 5](#F5){ref-type="fig"}), the number of diagnoses per screener per quarter increased by 118% (95% CI: 70--166) between the first and the last quarter.
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Discussion
==========

This study highlights the utility of performing active case-finding in the populations underserved by the health system of the South Kivu province of the Democratic Republic of the Congo. Using volunteer screeners who had a personal or family history of tuberculosis as active-case finders, organized as a local non-profit organization, probably explains the ability of the screeners to connect with members of high-risk groups and access remote populations. We also demonstrate the increasing effectiveness of these volunteer screeners over time. The low numbers of people who had to be screened to detect a single case of tuberculosis (only 20 in military camps), and the low costs per diagnosis (US\$ 44), are compatible with WHO criteria[@R5] for recommending active case-finding as a cost--effective, complementary approach to traditional case-finding. The observed number who needed to be screened to detect a single case of tuberculosis may have been even lower if more sensitive diagnostics, such as nucleic acid amplification test or culture had been available, if the clinical staff had been more consistent at diagnosing tuberculosis,[@R21] or if chest radiographs had been more widely available.

Levels of acceptability of the intervention by communities, clinics, screeners and those screened were all high. According to local screeners, potential reasons for not accepting a referral for tuberculosis testing may have included: (i) the considerable distance to clinics in rural areas; (ii) limited trust in the volunteer screeners; and (iii) the stigmatizing and impoverishing effects of tuberculosis.

The effectiveness of the present intervention was comparable with active case-finding yield generally reported in populations with an annual incidence of tuberculosis cases greater than 300 per 100 000 people.[@R5] Our data show that the active case-finding intervention mainly occurred in households and communities where tuberculosis was actively circulating (contacts in [Fig. 2](#F2){ref-type="fig"}); the number of such individuals who needed to be screened to detect a single case of tuberculosis was 131. This number was even lower among people living in mining and military camps and prisons. This supports WHO policy[@R5] that such groups should be prioritized for active case-finding.

The intervention potentially reduced tuberculosis-related morbidity and mortality and reduced transmission of the disease in the community. The number of sputum-smear-positive pulmonary tuberculosis diagnoses increased with the number of screeners involved in each local screening group. The intervention was also associated with increased provincial diagnoses, although this finding is uncertain, because of limited demographic data; the pertinence of evaluating the intervention by provincial notification is, however, limited due to the fact that only a fraction of clinics participated. This non-randomized evaluation was highly informative, however, and should be complemented by future randomized studies.

The 24 screening groups that maintained continuous activity and received undisrupted funding throughout the evaluation demonstrated a higher performance in terms of numbers of screeners, population screened, people identified with a prolonged cough, those tested for tuberculosis and positive diagnoses. Furthermore, in the continuous-activity groups, the number of people screened and tested and the number of new diagnoses all increased over time. These figures suggest that the ability of the volunteer screeners to perform active case-finding improves with experience, supporting longer-term projects. Through the very high number of contacts between the screeners and the population screened (representing approximately 10% of the population), the intervention probably increased awareness of tuberculosis and its symptoms in the general South Kivu population. However, sustainability is also influenced by the ability of the non-profit organizations to secure funding; although we have demonstrated the effectiveness of this community-driven intervention, staff members are not skilled in responding to highly competitive international grant calls and would benefit from international support to publicize their work.

Our study has three main limitations intrinsically associated with the design of the intervention and the non-profit characteristic of *Ambassadeurs de Lutte Contre la Tuberculose*: the high variability among the screening groups; the simplicity of the screening algorithm; and a lack of data on the results of treatment following diagnosis. The high variability among the screening groups regarding the number of people screened and diagnosed with sputum-smear-positive pulmonary tuberculosis could be explained by a variation in the baseline incidence of tuberculosis among different zones and the variability in the clinical skills of local medical staff, as has been suggested elsewhere.[@R21] The screening protocol, the presence of a prolonged cough, was selected based on the fact that volunteers would have had little or no medical training. However, this symptom is only present in approximately 35% of patients with pulmonary tuberculosis disease. When followed by a positive smear microscopy or nucleic acid amplification test, only 21--32% of all people screened who actually have tuberculosis are diagnosed.[@R4] Further, due to the nature of the clinical test, incidences of smear-negative pulmonary tuberculosis or extra-pulmonary tuberculosis would have remained undiagnosed. Finally, we did not design this study to assess the outcome of patients undergoing treatment or to evaluate any differences in patient outcomes between those referred through active case-finding compared with passive referral.

The challenges faced during this intervention were the reporting and supervision systems required to monitor the activities of and provide support for screening groups facing problems. As detailed in [Table 1](#T1){ref-type="table"}, supervision represented 38% of the US\$ 44 cost of each sputum-smear-positive pulmonary tuberculosis diagnosis; reaching screening groups who were scattered over the large province incurred travel costs for supervisors. The paper-based recording and dissemination of screening reports also represented a large proportion of the total cost (25%) of each diagnosis. Providing these groups with connected and digitalized reporting systems may decrease such costs in the future.

Our results suggest that if peer-led interventions can be funded long-term, that is, sustained, they can represent a valuable complement to the traditional and passive case-finding in the global effort to control tuberculosis. We propose that patients be encouraged to engage in active case-finding interventions at their local level; the observed improvement over time in the ability of such volunteer screeners among the most vulnerable, could help to reduce the costs associated with tuberculosis,[@R22] while potentially contributing to its elimination.
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